Editorial
The acquisition of airway skills by new trainee anaesthetists Two articles in this issue call attention to the issue of airway skills 1, 2 . Traditionally, anaesthetists have considered themselves the airway experts. Can we assure our colleagues that this will continue to be the case?
The environment for training has changed over the decades. First, experience with direct laryngoscopy and endotracheal intubation has decreased as the range of options for airway management has increased. Fewer patients now require intubation and alternative approaches to intubation are increasingly used when airway difficulties are predicted. Second, junior doctors' working hours have decreased, with implications for clinical experience. Third, the medical profession is now less willing to subject their patients to the inexpert attempts of learners, where alternative methods of training exist.
These changes are consistent with improved quality and safety of patient care, and we would not wish to go back to the 'good old days'. However, we need to adapt our approaches to training in this new environment.
The two articles referred to above suggest that trainees are doing too few endotracheal intubations to guarantee expertise when they join the on-call roster, with few achieving the estimated 50 intubations required to achieve a 90% success rate 3, 4 . The rate of skills acquisition varies between individuals, so some trainees will be competent with 50 intubations, but others might still be struggling. Reaching a magic number may not ensure competency. Moreover, 50 laryngoscopies, presumably on 50 patients, is a large number. With about 200 new trainees entering the FANZCA program each year, this means that around 10,000 patients in this region are intubated each year by a 'learner'. Although this would be under supervision, there is still the potential for prolonged or repeated attempts, damage to lips, teeth, uvula, pharynx or larynx or inadvertent oesophageal intubation.
Anaesthetists have embraced new airway technologies and many enthusiastically attend workshops on advanced airway skills. The Effective Management of Anaesthetic Crises (EMAC) course includes sessions on airway planning, airway drills and routine and emergency airway skills, but is aimed at trainees in their second year of training or later. Is it time to turn our attention to the acquisition of basic airway skills by the novice anaesthetist?
To expedite acquisition of airway skills by novice anaesthetists, we need to answer three questions: 1) what do they need to know and be able to do to safely manage airways under a range of circumstances (the airway curriculum); 2) how can we optimise the journey from novice to expert airway manager (the teaching methods) and 3) how do we decide when a trainee has reached the required level of expertise for the on-call roster (assessing competence in airway management)?
The airway curriculum Safe airway management is clearly more than the ability to reliably intubate a patient's trachea. Patients don't die of failure to intubate. Other core skills include bag and mask ventilation, laryngeal mask airway insertion, recognition of the difficult airway, planning for airway management, contingency planning and safe management of airway emergencies.
The teaching methods
A creative teacher will have little difficulty designing an appropriately structured and comprehensive course, using a range of engaging approaches that could include airway trainers, videos, simulations, case-based discussions and lectures, incorporating new approaches to intubation 5 and guidelines for failed intubation 6 . On-the-job training training could be improved by a careful consideration of the procedure. Airway 'experts' intubate without conscious attention to each of the component steps of the task and this can make it difficult for them to teach the beginner. Task analysis defines the components of skills such as laryngoscopy and intubation, breaking the skill down into small steps that the novice intubator can understand and work through.
The single main difficulty in acquisition of airway skills seems to be teaching and learning direct laryngoscopy and intubation. Current airway models are inadequate for anything much beyond learning the basics and so we are still in the position where we need to teach this skill on our patients. We owe it to these patients to optimise the process and make it safe for all. How can this be achieved?
Ability to see and record the trainee's view during laryngoscopy would add rigour to the assessment.
It's time to get smart about basic airway training. We need to adapt our training to the changing environment and develop evidence-based approaches to teaching and assessing procedural skills such as direct laryngoscopy and intubation. To maintain our place as the experts in airway management we need to ensure those 200 or so trainees who join our specialty each year are airway experts on their first night on call.
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Development of expertise requires deliberate practice of a skill 7 . Deliberate practice is the repetitive performance of a skill combined with rigorous assessment of the skill through specific, corrective feedback. This leads to better skills performance in a controlled setting. How does this equate with your experience learning and teaching the skill of direct laryngoscopy and endotracheal intubation?
The problem is we can't see what the trainee sees down the laryngoscope and this is a major barrier to providing corrective feedback. We don't know where the tip of the laryngoscope is or if the endotracheal tube is heading for the oesophagus or some vulnerable structure. And so we can't guide our trainees on how to correct their position, where to manoeuvre the larynx, how to maintain a view of the cords or when a bougie would be appropriate. However, new devices designed to assist teaching direct laryngoscopy are available and worth investigating. Head-mounted video cameras (head-cams), or cameras attached to the tip of a modified Mackintosh blade (videolaryngoscope) can show us what the trainee is seeing, enabling accurate and specific feedback during the procedure. Early trials suggest these devices can improve initial airway training 8 . There is the potential for fast-track learning of direct laryngoscopy and intubation, and perhaps the opportunity to minimise potential harm for those 10,000 patients! The video-laryngoscope scores highly as a teaching aid. We can see where the laryngoscope tip is and can give precise directions to the trainee on how to manoeuvre it. In addition, the video-laryngoscope has advantages for patient safety, as vulnerable structures can be identified and the laryngoscope tip can be directed away from them. Not to mention that it will dramatically reduce our stress levels as we can now 'see' what the trainee is looking at and not be left wondering, until that reassuring end-tidal carbon dioxide trace.
Assessing competence in airway management
With a clearly defined curriculum, intended learning outcomes and appropriate equipment, the assessment is to a large extent already defined and could include on-line written tests of core knowledge, computer simulations for decision making in airway management, Objective Structured Clinical Examinations examining correct use of airway equipment, surgical airway, airway drills and workbased assessments such as Direct Observation of Procedural Skills 9 for skills in direct laryngoscopy.
